Background: Early, regular prenatal care utilization is an important strategy for improving maternal and infant health outcomes. The purpose of this study is to better understand contributing factors to disparate prenatal care utilization outcomes among women of different racial/ethnic and social status groups before, during, and after the Great Recession (December 2007-June 2009). Methods: Data from 678,235 Washington (WA) and Florida (FL) birth certificates were linked to community and state characteristic data to carry out cross-sectional pooled time series analyses with institutional review board approval for human subjects' research. Predictors of on-time as compared to late or non-entry to prenatal care utilization (late/no prenatal care utilization) were identified and compared among pregnant women. Also explored was a simulated triadic relationship among time (within recession-related periods), social characteristics, and prenatal care utilization by clustering individual predictors into three scenarios representing low, average, and high degrees of social disadvantage. Results: Individual and community indicators of need (e.g., maternal Medicaid enrollment, unemployment rate) increased during the Recession. Associations between late/no prenatal care utilization and individual-level characteristics (including disparate associations among race/ethnicity groups) did not shift greatly with young maternal age and having less than a high school education remaining the largest contributors to late/no prenatal care utilization. In contrast, individual maternal enrollment in a supplemental nutrition program for women, infants, and children (WIC) exhibited a protective association against late/no prenatal care utilization. The magnitude of association between community-level partisan voting patterns and expenditures on some maternal child health programs increased in non-beneficial directions. Simulated scenarios show a high combined impact on prenatal care utilization among women who have multiple disadvantages. Conclusions: Our findings provide a compelling picture of the important roles that individual characteristicsparticularly low education and young age-play in late/no prenatal care utilization among pregnant women. Targeted outreach to individuals with high disadvantage characteristics, particularly those with multiple disadvantages, may help to increase first trimester entry to utilization of prenatal care. Finally, WIC may have played a valuable role in reducing late/no prenatal care utilization, and its effectiveness during the Great Recession as a policy-based approach to reducing late/no prenatal care utilization should be further explored.
Background
During the Great Recession in the United States (U.S.), indicators of need-such as the percent of children in poverty, unemployment rates, and consumer distressincreased [1] [2] [3] . Historically, Black and Hispanic populations have had higher rates of unemployment compared to Whites, and during and after the Great Recession these disparate rates were maintained [4] . All ethnic groups experienced increases in unemployment during the Great Recession, but Blacks continued to have the highest unemployment rates, Whites had the lowest, and Hispanics fell between the two [4] . At the same time, community-level safety net resources, including many maternal and child health programs provided by local community health departments (LHDs), experienced cuts which may have contributed to increased difficulties among pregnant women in accessing prenatal care -particularly during the earlier phases of the Great Recession and before federal stimulus funds became available [5] [6] [7] .
Early (within the first trimester) and regular PNC is known to be an important strategy for improving health outcomes for mothers and infants [8, 9] . Improved birth weight and decreased risk of preterm delivery are two of the most significant benefits of early and ongoing utilization of prenatal care [9, 10] . Infants born to women who do not receive prenatal care are three times more likely to have a low birth weight and five times more likely to die than infants born to mothers who receive prenatal care [11, 12] . Improved infant health outcomes associated with early utilization of prenatal care have both quality of life and cost implications. Average medical costs for a premature or low birth weight infant during the first year of life are about $55,393, whereas annual costs for a newborn without complications averages $5085 [13] .
Racial/ethnic disparities in timing of entry to prenatal care utilization are well documented and persistent in the U.S.-despite improvements in recent years and national attention to disparity elimination as a primary goal of the U.S. Department of Health and Human Services (DHHS) Healthy People program [8, 14] . Disparities are widely recognized to be complex and multi-faceted at many levels. Their existence ranges from differences that are apparent at the individual level to health outcomes that represent macro-social differences in political ideologies and wealth distribution [15, 16] . Previous research has found that persistent disparities associated with prenatal care utilization are predominantly related to social determinants of health including social circumstances, access to medical care, and behavioral patterns [17] .
Changes in individual and community resources during the Great Recession raise questions as to whether existing disparity relationships-defined as differences in rates of early (first trimester) as opposed to late/no entry to prenatal care utilization among different socioeconomic groupsmight also be influenced. During a recession in the early 1980's, Fisher, LoGerfo, and Daling [18] found increases in late entry to prenatal care utilization in Washington (WA) State. In that study, the authors found specific increases among those who resided in low income census tracts (compared to high); however they did not explore differential increases among race/ethnicity groups [18] . Using established methods for analyzing disparities [19] [20] [21] , we also recently found rates of late/no prenatal care utilization increased among some groups during the Great Recession (December 2007-June 2009) in WA and Florida (FL) [22, 23] ). For example, our study showed that prior to the Great Recession, 15 .3% of White and 20.9% of Black mothers in WA received late or no prenatal care. During the Great Recession, rates of late/no prenatal care utilization increased for both groups-to 17.4 and 28.4%, respectively. The steeper increase among Black mothers yielded a 26.8% increase in disparity in outcomes in relation to White mothers [22] . We have also confirmed the presence of prenatal care utilization outcome disparities in WA and FL (the same study population used in this study) among groups defined by race/ethnicity and other social status characteristics (e.g., education, insurance status, age, marital status) [22, 23] .
As a result of these preliminary findings and questions, the purpose of this study was to better understand contributing factors to disparate prenatal care utilization outcomes among women of different racial/ethnic & social status groups before, during, & after the Great Recession (December 2007-June 2009). Our hypothesis was that both individual and social characteristics would play important roles in whether and when pregnant women accessed prenatal care (within the first trimester as opposed to after the first trimester or not at all (late/no prenatal care utilization)) and that relative contributions of community/social characteristics would change during the course of the recession as these inputs varied based on the economy and investments in maternal and child health programs.
Methods

Study design
In this study we assembled and linked a variety of individual and community-level indicators to better understand factors contributing to disparities in timing of entry to prenatal care utilization among women of different racial/ethnic backgrounds and social status groups before, during, and after the Great Recession (2005) (2006) (2007) (2008) (2009) (2010) . Predictors of entry later than first trimester, including non-entry to prenatal care utilization were identified and compared using a crosssectional pooled time series design. Particular attention was focused on indicators that may have changed during the Recession, such as unemployment rate, partisan voting patterns, or per capita local health department (LHD) expenditures on a supplemental nutrition program for women, infants, and children (WIC) and other maternal child health programs (Table 1) [22] . Per this definition, Recession Period #2 encompasses the months and years after the official Recession Period (#1) during which community-level economic indicators such as unemployment continued to be elevated above baseline (Period #0) levels [4, 33, 34] .
In a second analytic phase, we examined a simulated triadic relationship among time, degree of social disadvantage, and late/no entry to prenatal care utilization during three recession-related time periods among pregnant women of different race/ethnicity groups to compare predicted probabilities of late/no prenatal care utilization for three representative scenarios of social disadvantage ("high,"
"average," and "low"). The measures and rationale for each of the scenarios were informed by theory and existing research are further described below in "measures" and Table 2 .
Data and study population
De-identified data from all birth certificates from WA and FL for the years 2005-2010 were retrieved through datasharing agreements with the Departments of Health (DOH) in FL and WA with institutional review board approval from the University of WA and the FL State Department of Health. These states were selected for inclusion as both experienced a tremendous downturn in economic markers during the Great Recession and both had comparable LHD expenditure data available for the study time period [3, 5, 6, [32] [33] [34] . The LHD and community data derive from publicly available datasets and have been incorporated into recent maternal and child healthfocused studies [26, 32] . Individual birth certificates were linked to county/Local Health Jurisdiction (LHJ)/LHD The partisan voting patterns measure was intended to act as a proxy for differences in political orientation at the community level as previous research has identified Republican voters as less likely than Democrats to perceive that there are people in the United States who encounter access to care issues and are less likely to support public health reform [27] d Individual unemployment data were not available e LHD-specific per capita expenditure data were included in the preliminary model as the Recession yielded widespread reports of budget cuts to LHDs [7] . Per capita rates were calculated using total LHJ population as a denominator. Differences in fiscal years between WA and FL were reconciled by assigning FL's FY to the earlier year (e.g., FL FY 2005-2006 associated with WA FY 2005) f MICA [25, 31] represents a composite of similar expenditure categories for WA and FL LHDs that includes comparable intervention activities among LHDs in both states-e.g., home visiting, prenatal health programs data using maternal county of residence. All data were cross-sectional and secondary.
The study population consisted of 678,235 individual pregnant women having their first singleton live birth (492, 691 in FL; 185,544 in WA) who resided in the 102 LHJs in WA and FL. Non-first time births were excluded to reduce the issues of repeated measures if women had more than one birth during the study period as linking of maternal data between years was not possible. Multiple births were also excluded (only singletons were kept) as multiple births are associated with increased risk of preterm birth, low birth weight, and infant mortality. LHJs follow county lines in FL and in WA, and in WA, three LHJs were comprised from multiple counties. The study was limited to women whose infants had complete birth certificate information on race/ethnicity, maternal county of residence, and timing of entry to prenatal care utilization. For all individual level variables included in this analysis missing-ness was less than 1.0% with the exception of payment source for delivery which was 0.51% in FL and 2.70% in WA (1.11% overall) and maternal WIC utilization which was missing 1.23% of the time in FL and 9.34% of the time in WA (overall missing = 3.48%).
Measures
Predictors for the main outcome of entering prenatal care during as compared to after the first trimester of pregnancy (or not at all) were examined. To measure this outcome, a binary variable, based on continuous birth certificate data, was created with "0" indicating those who entered prenatal care during the first trimester and "1" indicating those who entered prenatal care after the first trimester of pregnancy, or who did not utilize prenatal care at all. The authors chose to combine late and non-entry to prenatal care utilization to be parsimonious and to focus the analysis on characteristics of women who entered prenatal care during the first trimester care (the widely accepted standard of care) as compared to those who entered late or not at all. Covariates were selected based on conceptual and previous research linking them to maternal and child health outcomes-individual, community and LHD expenditure measures and state dummy variables were included. Table 1 provides a complete list of these covariates and related literature supporting their incorporation.
To facilitate estimation of combined effects of social disadvantage during the second part of the analysis, individual characteristics found to be related to late/no prenatal care utilization were grouped into scenarios representative of low, average, or high social disadvantage ( Table 2 ) [35] . The authors chose to do this as people have multiple identities and risks [16, 17] . While complex, this step helps to capture the additive (cumulative) impacts of relative advantage or disadvantage. Characteristics representative of an "average" scenario were defined based on majority (modal) population characteristics in the study population. Not all possible characteristics included in scenarios (e.g., maternal age 20-24) as they were defined to represent extreme ends of the social advantage/disadvantage spectrum in the United States.
The low social disadvantage scenario was specified with characteristics associated with "best" outcomes in a previous study using similar data [22] . In our regression models these groups were the referents. The average disadvantage scenario was defined based on majority/modal population characteristics. Fewer characteristics were defined for the average scenario as there was not a clear majority with regard to marital status and insurance type at the time of delivery. The high disadvantage scenario was defined as those individual-level characteristics most associated with late/no prenatal care utilization. In this scenario, while maternal age < 14 is the age most highly associated with late/no prenatal care utilization, we substituted maternal age 15-19 as it occurs much more frequently and is also associated with increased risk and poor outcomes.
Analysis
We carried out analyses in two phases (1) regression model specification to identify predictors of late/no entry to prenatal care utilization for each recession-related period; and (2) estimation of predicted probabilities for race/ethnicity groups for the three social disadvantage scenarios (low, average, and high) at Recession Periods #0, #1, and #2.
Phase 1: Regression model specification
Using a pooled cross-sectional time series design, multivariate linear probability regression models (LPMs) were estimated to identify which covariates were predictive of late/no prenatal care utilization for the total study population (WA + FL) during Recession Periods #0, #1, and #2. LPMs were 
Average
Maternal age 25-29, not foreign-born, at least some college education.
High Disadvantage
Maternal age 15-19 years old, foreign-born, not married, having less than a HS education, without insurance at the time of delivery.
Characteristics representative of an "average" scenario were defined based on majority (modal) population characteristics Not all possible characteristics included in scenarios (e.g., maternal age 20-24) as they were defined to represent extreme ends of the social advantage/disadvantage spectrum chosen to allow for more readily interpretable results of both analytic phases; results from logistic regression models are similar and are provided in Appendix 2 in Table 8 . Models were adjusted first for individual, then community, and finally LHD expenditure covariates described above and in Table 1 . We conducted all analyses using STATA version 12 [36] . Clustering of individuals within LHJs was addressed using robust standard errors (SEs), correcting for effects of geographically clustered [37] and for the inherent heteroscedasticity in LPMs. Entry to prenatal care utilization by definition occurs at some point during the nine-month course of pregnancy-because of this proximate relationship, no time lags were introduced into the economic data. A value of P < .05 was used to establish statistical significance. Model specification included running models with each of the available LHD expenditure variables. Final preferred model selection was informed by comparing results of Akaike Information Criteria (AIC) and Bayesian Information Criteria (BIC) tests for specified models with the lowest AIC/BIC selected [38] .
Phase 2: Calculation of predicted probabilities for three social disadvantage scenarios
Following regression modeling, in the second analytic phase, we estimated the predicted probability an individual has of late/no prenatal care utilization given a set of fixed characteristics using the post-estimation margins command in Stata [37, 39] . Values for individual covariate characteristics were set for each of the three social disadvantage scenarios-low, average, and high-and predicted probabilities of late/no prenatal care utilization were calculated for White, Black, and Hispanic subpopulations. This approach facilitated practical interpretation of the combined effects of social status characteristics that tend to cluster together along the range of social advantage/disadvantage. In these calculations, non-specified variables were assessed at their actual observed values [37, 39] . Predicted probability of late/ no prenatal care utilization was estimated for the total study population as well as for each state by specifying state dummy variables within scenarios.
Results
Profile of women who entered PNC late and summary of economic indicators
The characteristics of the study population are presented in Table 3 . Women who entered prenatal care late or not at all (compared to those who entered in the first trimester) were younger (twice as likely to be teenagers), less likely to be married, slightly more likely to be foreign-born, and (of those who could have finished high school) almost twice as likely to have less than a high school (HS) education (9.49% vs. 5.11%). They were also nearly twice as likely to be on Medicaid and had a higher rate of WIC utilization.
During the study period, unemployment increased dramatically in both states (Table 4 ). FL unemployment rates more than doubled by Period #1 and then tripled by Period #2 from baseline. In WA, unemployment increased, but not as dramatically-from 5.14% (SD 0.94%) at baseline to 6.61% (SD 2.20%) during Period #1 and to 9.71% (SD 1.54%) during Period #2. WIC enrollments and Medicaid as a proportion of payers also increased in both states, but more in FL than in WA for both indicators. Per capita LHD expenditures varied widely in both states, but mean expenditures had an overall trend toward decreased per capita spending for family planning (FP) and for a composite of maternal/infant/child/ adolescent (MICA) service lines [26, 32] . We also combined FP and MICA to create the 2MCH expenditure variable (combined expenditures for two maternal and child health (MCH) services -FP and MICA) in our regression models (Table 1) in both states over the course of the study period. Among LHDs in FL, per capita 2MCH expenditures decreased from $8.79 (SD $5.67) during the baseline period to $8.18 (SD $5.54) during Period #1 and to $7.84 (SD $5.11) during Period #2. In contrast to LHD decreases in 2MCH expenditures, WIC expenditures among LHDs generally increased during the study period in both states-from $4.10 (SD = $1.98) during the baseline period to $4.55 (SD = $2.30) during Period #1 and $5.02 (SD = $2.60) during Period #2. Table 5 summarizes the results of all final models (for Recession Periods #0, #1, and #2).. Only minor variations in coefficient magnitudes were found among individual-level categorical characteristics within model steps or across study periods. For example, the difference in probability of late/no prenatal care utilization for Black mothers (compared to the White reference group) was positive during all steps and periods and increased only slightly over time (from 0.032 to 0.037). All individual-level coefficients were positive with the exception of maternal WIC enrollment-which exhibited a relatively stable negative coefficient (− 0.010 to − 0.012). The largest magnitude individual-level predictors were young age (age < 14 and to a lesser degree age [15] [16] [17] [18] [19] and having less than a HS education. Those aged 14 years and younger had a 0.259 to 0.262 greater probability of late/no prenatal care utilization compared to the referent group (age 30-34), while those age 15-19 had a 0.087 to 0.097 greater probability of late/no prenatal care utilization than the referent group. Women who had less than a HS education had a 0.061 to 0.084 greater probability of late/no prenatal care utilization compared to women with at least some college. Having Medicaid or being uninsured (self-pay) were also significant positive predictors during both Recession Periods #1 and #2, but not during the Baseline Period.
Phase 1: Regression models results within and between periods
Three continuous community level variables were significantly associated with late/no prenatal care utilization: (1) 
Phase 2: Predicted probability results and comparisons
Results of predicted probability calculations for each of the three social disadvantage scenarios (low, average, high) and race/ethnicity are summarized in Table 6 . The predicted values represent the expected probability or expected percentage of individuals (i.e. 0.033 = 3.3%) experiencing late/no care in each group defined by the scenarios in Table 2 and provide a sense of the levels of late/no care experienced by each category of disadvantage and ethnicity/race. Those with combined social characteristics associated with low social disadvantage would be less likely to enter prenatal care late or not at all (range = 0.033 to 0.076) than those with average social status (range = 0.116 to 0.163) for all race/ethnicity groups at all time periods. Those with characteristics representing a high degree of social disadvantage would be the most likely to enter prenatal care late or not at all for all race/ethnicity groups at all time periods (range = 0.379 to 0.482). Differences between race/ethnicity groups within social disadvantage scenarios were much smaller within as compared to between scenarios (the difference between Hispanics and Whites is non-significant and the difference between Blacks and Whites is significant at about 0.03).
Discussion
During the Great Recession, we found individual and social characteristics to play important roles in whether and when pregnant women accessed prenatal care. Indicators of need (e.g., maternal Medicaid enrollment, unemployment rate) increased during the Recession in both study states. Young maternal age and having less than a HS education were found to be the largest individual-level contributors to late/ no prenatal care utilization among pregnant women in WA and FL during all three recession-related periods. Relative contributions of individual-level predictors were found to exhibit minimal variation across time periods. Simulated scenarios show a high combined impact on prenatal care utilization among women who have multiple disadvantages. Associations between community (particularly percent of the community voting Republican) and LHD expenditure variables and late/no prenatal care utilization revealed variation over time (compared to Baseline Period #0) and increases in the non-beneficial directions. In contrast, individual maternal enrollment in a supplemental nutrition program for women, infants, and children (WIC) exhibited a protective association against late/no prenatal care utilization. Previous research on the effect of recessions and/or unemployment on maternal and child health outcomes has been used to study a variety of populations as well as outcomes. Among studies that specifically address recessions and MCH outcomes, most found recessions (usually measured by time and/or unemployment rate) to be negatively associated with timing of entry to prenatal care and birth weight and positively associated with infant mortality [18, [43] [44] [45] [46] [47] [48] [49] [50] [51] . Race/ethnicity and other individual level characteristics (i.e. maternal education) were rarely taken into consideration in published studies related to past recessions [46, 52] . This paper adds to this body of research by carrying out analyses during the most recent global recession (The Great Recession). Our finding that rates of late/no prenatal care utilization increased during the Great Recession are consistent with previous research. Our explorations of individual and community level contributors to late/no prenatal care utilization extend this research and help set the stage for future research as to whether targeted outreach to individuals with high disadvantage characteristics, particularly those with multiple disadvantages, may help to increase first trimester entry to prenatal care utilization.
In this study, evidence also emerged that WIC may have contributed to reductions in late/no prenatal care utilization over the course of the included recession periods-even in the face of increasing local need. In addition, WIC may have been more effective at reducing late/no prenatal care utilization than the other maternal and child health safety net programs for which we had LHD expenditure data. This finding suggests that the increased WIC enrollment and related increases in local WIC expenditures observed over the course of the Recession may have been particularly beneficial and protective against late/no prenatal care utilization among disadvantaged populations. WIC was the only safety net program for which both individual and community level data were available. It is possible that more nuanced effects among high-need populations targeted by family planning and/or MICA programs with decreasing expenditures were missed; alternatively, results may reflect the general decline in LHD expenditures. WIC may represent a useful policybased approach to reducing late/no prenatal care utilization and should be further explored.
Regarding LHD expenditures, our findings are consistent with Bekemeier, Yang, Dunbar, Pantazis, and Grembowski [26] who found (using the same LHD expenditure data) that WIC did and 2MCH did not follow changes in local need during the Recession. In our case, LHD expenditures on WIC services were negatively predictive of late/no prenatal care utilization, but not significant at any point. Our findings related to 2MCH were also consistent with Bekemeier et al. [26] . The coefficient size for 2MCH increased over time and was positive rather than negative as might be expected of a maternal and child health program. When considered from the perspective of a $10 increase in per capita maternal and child health expenditures (which would be unlikely as 2MCH budgets generally decreased during the Recession but is a useful example), the probability of late/no prenatal care utilization increased over the course of the study period from 0.01 (0.001 × 10) to 0.03 (0.003 × 10). This is about the same difference in probability observed between Black and White women. During this same time need increased and 2MCH budgets decreased, indicating that the observed increased association may be related to increases in level of need and LHDs stretched to essentially do 'more with less' during this study period [53] . Further exploration would be beneficial to understanding this association.
We also identified partisan voting patterns as playing a predictive role in late/no prenatal care utilization. We had included these variables because of prior work by Oakman, et al. [27] . This may an interesting line of inquiry with ongoing shifts in voting patterns and partisan preferences in the United States and beyond.
In the second analytic phase, innovative use of predicted probability methods clearly demonstrate an increased likelihood of late/no prenatal care utilization among women with higher degrees of social disadvantage (Tables 2 and 6 ). There was little change in these relationships despite changes in need and resources over the course of the Great Recession. While only small changes in coefficient size of race/ethnicity variables were observed in regression modeling and some covariates consistently contributed to a larger degree than others (e.g., education and age were larger contributors than foreign-born status or marital status), the effects of combined social disadvantage become more readily visible when viewed in terms of predicted probability of late/no prenatal care utilization. In these scenarios disparate relationships in prenatal care utilization among Black versus White race/ethnicity groups were maintained, within each level of social disadvantage--with Whites being least likely and Blacks being most likely to enter prenatal care late or not at all. Hispanics consistently fell between Whites and Blacks, though once individual characteristics were controlled for, the difference between Whites and Hispanics was non-significant in these scenarios. These findings demonstrate the cumulative effects of advantage and disadvantage as described by Braveman et al. [35] and Pearlin et al. [25] . Results also suggest that efforts to reduce late/no prenatal care utilization may need to be tailored to best meet the needs of diverse populations based on individual, intermediate, and community characteristics.
Limitations
There were limitations to this study and some are associated with the review of secondary data (missing or inaccurate). First, while we limited analysis to first-time mothers with singleton births (to reduce issues of repeated measures and increased infant health risks associated with multiple births), generalizability of our results may be limited. In particular, due to the nature of the dataset we were unable to fully address intermediate factors (e.g. distance from a health facility) which undoubtedly play a role in access to prenatal care utilization. Second, we focused the analysis on a binary variable (first trimester entry to prenatal care utilization versus late/no prenatal care utilization) instead of breaking prenatal care utilization into multiple categories. We chose this approach in the interest of parsimony since our analyses focused on differentiating characteristics of women who entered prenatal care utilization during the first trimester care from those who entered late or not at all. This binary approach may have underestimated the impacts of later stages or non-entry to prenatal care utilization and more refined measures of care should be explored in future studies. Third, WA and FL both had heavy economic downturns during the Great Recession and lumping them in the modeling may not have captured key differences or differential impacts within states. To allow for consideration of individual states' results, we included state-only models for reference in Appendix 3 in Table 9 and Appendix 4 in Table 10 . While no significant state-level differences were identified in the models of the total population, demographic differences with WA and FL may have influenced state-level model results. Third, we used 2008 presidential voting data for both Recession Periods #1 and #2, and there may be better measures that would more effectively describe the differences in policy-making than what the partisan voting covariate identifies. Finally, not all WIC expenditures in each state were represented in our models-only those that were expended by LHDs. Some LHJs may have alternative providers of WIC and other maternal and child health services. The non-significant associations that we identified with LHD WIC expenditures may be due in part to this as well as to the fact that WIC is a targeted, need-based program while our study population represented all pregnant women and not only those with need and/or who were eligible.
Conclusions
In this study we found that-while individual and community indicators of need increased during the recession-relative contributions of individual predictors as social determinants of health and disparities remained largely consistent over the course of the Great Recession. Young maternal age and low maternal education were the largest magnitude individual predictors of late/no prenatal care utilization during all three recessionrelated periods. Community and LHD expenditure variables exhibited greater variation-over time, percent voting Republican and 2MCH were both increasingly associated with late/no prenatal care utilization in a non-beneficial direction, while WIC enrollment at the individual level appears to have been protective against late/no prenatal care utilization. These associations should all be further explored. Clustering of individual predictors into low, average, and high social disadvantage scenarios clearly demonstrated the disparate combined probability of late/no entry to prenatal care, as well as persistent racial/ethnic disparity within each level of social advantage/disadvantage. Our findings provide a compelling rationale for targeted outreach to pregnant women with high disadvantage characteristics-particularly those with low education and young age. WIC may represent an effective policy-based approach to reducing disparities in late/no prenatal care utilization and its effects during the Great Recession should be further explored. Non-Hispanic White 0.020* (0.008) 0.005 -0. 
